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Adolescent suicide in a school setting: A proactive approach
Abstract
The rate of adolescent suicide has increased dramatically over the past few decades (Allen, 1987;
Crumley, 1979; Garland & Zigler, 1993; Garrison, Lewinsohn, Marsteller, Langhinrichsen & Lann, 1991;
Hendin, 1987; Henry, Stephenson, Hanson & Hargett, 1993) . The most dramatic increase is among 15 -24
year olds. It is third leading cause of death of adolescents in the United States, after accidents and
homicides (Henry et al., 1993; U.S. Bureau of Census, 1991 ). Over 5,000 suicides occur in this age group
each year, averaging 14 per day (Henry et al., 1993). The suicide rate among adolescents increased much
more dramatically than suicide in the general population. It rose by more than 200% compared with a
general population increase of 17% in one given year (Garland & Zigler, 1993).
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The rate of adolescent suicide has increased dramatically over the
past few decades (Allen, 1987; Crumley, 1979; Garland & Zigler, 1993;
Garrison, Lewinsohn, Marsteller, Langhinrichsen & Lann, 1991; Hendin,
1987; Henry, Stephenson, Hanson & Hargett, 1993) . The most dramatic
increase is among 15 -24 year olds. It is third leading cause of death of
adolescents in the United States, after accidents and homicides (Henry
et al., 1993; U.S. Bureau of Census, 1991 ). Over 5,000 suicides occur in
this age group each year, averaging 14 per day (Henry et al., 1993). The
suicide rate among adolescents increased much more dramatically than
suicide in the general population. It rose by more than 200% compared
with a general population increase of 17% in one given year (Garland &
Zigler, 1993).
The most recent findings note that the suicide rate is four times
higher for males than for females (Clark, 1993) . Approximately 1,500
adolescent males age 15-19 kill themselves each year, compared to
approximately 350 females in the 10-19 age group (Capuzzi, 1994).
Statistics also show that the suicide rate for Caucasian males is
twelve times times higher than for African-American or Hispanic males.
This statistic is not true for Caucasian females relative to other ethnic
groups (Capuzzi, 1994).
Firearms are the most commonly used method in successful
suicide attempts, with hanging, strangulation, or suffocation second
(Clark, 1993; Capuzzi, 1994). A study by Brent, Perper, Allman, Moritz,
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Wartella, and Zeenak in 1991 (cited in Callahan 1993), indicated that the
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use of firearms is also the method most frequently used in completed
suicides of adolescent females. The Brent et al. study pointed to the
single most significant factor in the equation of firearm use in both male
and female adolescent suicide completion is the presence of a gun in the
home (cited in Callahan, 1993).

Overall, the demographic profiles of

adolescent suicide victims does not differ in any significant manner in the
method chosen by the victims (Clark, 1993).
Statistics on suicide have generally been considered low
estimates of true incidents (Garland & Zigler, 1993). The number of
attempts is estimated at five times greater than it is for completed
suicides, totaling approximately 65 adolescent suicide attempts each day
in the United States (Henry et al., 1993; Tishler, McKenry & Morgan,
1981). According to Clark (1993), 3% of all high school females and 1%
of all males have attempted suicide. Between 15-25% of all high school
students in the U.S. in 1993 contemplate suicide without making an
attempt (Clark, 1993).
The rate of hospital admissions for suicide attempts doubled from
the 1960's to the late 70's when comparing one adolescent generation
with another across those decades (Crumley, 1979).

In a national

sample of over 2,300 adolescents ages 12 through 19 drawn from high
schools in seven states, approximately 17% (nearly 1 out of 6) attempted
suicide at least one time. Results of a 1986 study by Smith and Crawford
(cited in Reynolds, 1991) indicated that there are over 1,500,000
American youngsters between the ages of 15 and 19 years of age who
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have attempted suicide at least once.
With these alarming statistics, it is clear that suicidal episodes
among today's youth have reached epidemic proportions. This increase
of adolescent suicide requires that school counselors be knowledgeable
about the causes and treatment of adolescent suicide. They must be
prepared to counsel adolescents in a variety of suicide related situations
including adolescents who may be contemplating suicide; those who
may have unsuccessfully attempted suicide; or those who may be
reacting to a suicide of a friend, schoolmate, or family member.
This paper will provide current information concerning the major
causes and risk factors for the alarming rate of adolescent suicide and
suicidal attempts. It will also address signs and behavioral warnings of
self-destructive behavior. Finally, it will provide proactive suggestions to
prevent suicidal behavior that should be of practical use to counselors in
school settings.
Causes of Suicidal Behavior in Adolescents
Numerous studies have been conducted to detrmine what
personal characteristics and contributing factors correlate with
adolescents at risk of commiting suicide. The following causes are those
that are most commonly cited in self-reported surveys of adolescents who
have attempted suicide, or in research that has been conducted through
examining profiles of suicide victims. The factors discussed are some of
the most prevalant reasons, but not exhaustive, for understanding the
suicidal behavior in adolescents.
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Family Background
In assessing what precipitates adolescent suicidal attempts, the
most frequently cited reasons were parental and family problems (Allen,
1987; Garland & Zigler, 1993; Hendin, 1987; Stivers, 1990; Tatman,
Greene & Karr, 1993; Tishler et al., 1981; ). The family situation of
suicidal youngsters more often than not reveals difficulties in parent-child
relationships, beginning early in the child's life.

A study by Wilde, lneke,

Kienhorst, Oiekstra & Wolters in 1992 with adolescents 12 years and
older, showed that suicide attempters have several childhood life events
in common: (a) 23% of the attempters experience more events of
separation of their parents compared to 9% of the normal adolescents (b)
suicide attempters differ from normal adolescents in that they reported
more events of physical abuse before the age of 12 than did normal
adolescents (15% compared to 0%) (c) suicide attempters experience
more changes in living situations and in their care takers (d) 33% of the
suicide attempters report sexual abuse compared to 5% of the normal
group.
There are other recurring factors in families of suicide attempters,
including higher incidences of divorce, poor communication, conflict, and
all types of abuse. The high incidence of unavailable parents- including
parents who were imprisoned, unrealistic parental expectations, mental
illness, job loss, suicide of other family members, adoption, alcoholism
and substance abuse all contribute to dysfunctional situations in families
of suicidal adolescents (Allen, 1987; Brent, Kerr, Goldstein, Bozegar,
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Wartell & Allan, 1989; Cole, 1989; Dukes & Lorch, 1989; Garland &
Zigler, 1993; Hendin, 1987; Stivers, 1990; Tishler et al. 1981; Wilde et al.,
1992) .
Psychiatric Disorders
Almost all adolescent suicide victims suffer from psychiatric illness.
Brent et al. (1989) diagnosed at least one psychiatric disorder in 92.6%
of their sample of 27 adolescent suicides. A Louisville study by Shafi
and colleagues in 1988 (cited in Clark, 1993), found that suicide victims
were more likely to have two or more mental disorders, usually a mood
disorder coexisting with either alcohol and drug abuse or with conduct
disorder.
By interviewing friends and families of suicide victims, Brent,
Perper, Moritz, Allman, Friend, Roth, Schaveers, Salach, and Barigher
(1993) found that the most significant risk factor for completed suicide in
adolescents was major depression. This risk factor was intensified when
coupled with substance abuse, confirming Shafi's findings (cited in Clark,
1993). The Brent et al. (1993) study also revealed that conduct disorder
is a significant risk factor for suicide, which is intensified by the absence
of depression. This was reiterated in another study by Apter, Bleich,
Platchik, Mendelsohn & Tyano (1988) that found that adolescents with a
diagnosis of conduct disorder were more likely to have contemplated or
attempted suicide than depressed patients .
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Substance Abuse
The largest series of youthful suicide cases examined recently
were identified in San Diego county during 1981 to 1983. The study by
Rich, Young, and Fowler (cited in Clark, 1993) was carried out through
psychological autopsies which reconstructed the lifestyle and personality
of the deceased. Through interviewing friends and family members of
the victim, details of the circumstances, behaviors, and events that led to
the death of the individual were documented. The study found that 53%
of the subjects had a substance abuse disorder at the time of death; all
but two of these substance abusers met DSM-Ill criteria for drug use
(Clark, 1993).
In another study done in 1979, drug and alcohol use was seen in
50% of 40 cases studied (Crumley, 1979). Brent et al. (1989) found that
at least one-third of all adolescents who commit suicide are intoxicated at
the time of death, and many more may be under the influence of drugs.
Preliminary findings from a study of almost 200 suicides indicated that
more than one-third of the victims had positive toxology results (Garland
& Zigler, 1993).
Suicide Ideation
There is a general consensus among those researching
adolescent suicide that young people today have a more accepting
attitude toward suicide (Allen, 1987).

Bolt (1982-1983) attributed this to

the possibility that young people in general watch more television than
the youth of past generations. The programming exposes them to many
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cases of self destruction, thus desensitizing them to the results of suicide.
Watching these repeated occurrences, suicide loses its mystery and
threat, which may imply acceptance or societal approval (Allen, 1987).
A study by Dukes and Lorch (1989) which investigated variables
affecting suicide ideation, revealed that the social psychological
variables of purpose in life and self-esteem were most important in the
prediction of suicide ideation in adolescents. Low self-acceptance and
lack of purpose linked individuals with high suicide ideation. Family
disparity was also considered to have a direct effect on suicide ideation.
While the rate of suicide ideation in adolescents has remained
relatively stable from childhood, the number of attempts has doubled.
Marciao and Kazdin (1994) attributed the increase in the number of
attempts of suicide to the persistence of adolescents to hold onto the
belief of suicide ideation that began at a much earlier age, choosing to
act upon it during adolescence. Suicide ideations may be considered a
primary marker and a potential precursor for more serious suicidal
behavior (Reynolds, 1991 ).
Gender Differences
In examining gender differences, Cole (1989 ) indicated that 90%
of those who attempted suicide were female, while 75% of those who
succeed in killing themselves were male. Two to three times as many
females report thinking about, threatening and attempting suicide than
males (Cole, 1989). There is a stronger association in adolescent
females between depression and suicide ideation. A study conducted by
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Bettes and Walker in 1986 (cited in Cole, 1989) found that females who
had attempted suicide were more apt to manifest such internalizing
symptoms as depression, anxiety, and withdrawal than same age males.
A strong correlation between depression and suicide ideation and
attempts was also documented by Cole in 1989.

Involvement in

delinquent behavior was an important correlate for suicide ideation in
adolescent females more so than for males (Lewinson, Rhode & Seeley,
1992).
Conversely, Bettes and Walker (cited in Cole, 1989) noted that
suicidal males are more apt to display externalizing symptoms such as
anger, aggression and agitation. There is also a close relationship
between suicide and conduct disorder for males. This relationship makes
sense given the poor problem-solving skills of aggressive and conductdisorder children (Bettes & Walker, 1986). An overall critical factor related
to suicide for males in Cole's 1989 study was a failure to believe in one's
own self-efficacy, as well as the ability to cope. These results support
another study which pinpointed employment problems as being strongly
associated with suicidal ideation for males (Leduc & Labreshe-Gauthier,
1992).
Self-Esteem and Hopelessness
Overwhelmingly, studies have revealed a direct relationship
between low self-esteem and suicidal behavior (Allen, 1987; Clark,
1993; Dukes & Lorch, 1989; Handin, 1987; Henry et al. 1993; Lewinson
et al., 1992; Stivers, 1990). Research findings indicate that the
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relationship between self-esteem and depression is significant and the
relationship between adolescent suicide and depression prevalent
(Lewinson et al., 1992; Stivers, 1990; Yanish & Battle, 1985 ). The
depressed adolescent feels an absence of ability, performance,
intelligence, health, strength, personal attraction, popularity and financial
resources. The adolescent is convinced that she or he is worthless,
inept, inadequate, impoverished or a total failure (Lewinson et al., 1992;
Stivers, 1990). A study by Yanish & Battle (1985) indicated that
depression and suicidal behavior are related to low levels of self-esteem
in adolescents, but so is the lack of parental fostering of self-esteem in
children. When parents have not communicated their perception of
apparent worth to children, or children perceive that feelings of
worthlessness are the parents' feelings, children will fail to develop an
image of self worth . This low self-image is carried into adolescence
(Stiver, 1990).
Another way lack of self-esteem manifests itself in adolescents is
by what Capuzzi (1994) called "other directedness" (p. 29}. Given this
mind set, a suicidal adolescent sees himself or herself as what others
have told he or she is, instead of who he or she wants to be. They place
greater value on what others have said he or she "should be" instead of
what the individual believes to be of personal value or worth.
Adolescents with "other directedness" thinking feel powerless over who
they really are, and the decisions that are made for them. The level of
self-esteem is virtually nonexistent.
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Precipitating Event
While an individual may have a predisposing psychological
disorder, and feels that the future is hopeless, it most always takes a
crisis situation to change the ideation of suicide to the actual dangerous
behavior of an attempt (Callahan, 1993; Cole, 1989). This precipitating
event could be any one of a variety of life stressors that are perceived as
negative. The most common precipitating events among adolescents
include: breakups with boyfriends or girlfriends, instances of perceived
humiliation, academic or extracurricular failure, and school disciplinary
crises (Callahan, 1993; Stivers; 1990). For teenage females in
particular, sexual assault has been found to be significant and leads to
suicide attempts or completion (Garland & Zigler, 1993; Smith &
Crawford, 1986). Brent et al. (1989) reported that an interpersonal
conflict was a precipitant in more than 70% of the suicides they studied.
It is important to note that there is generally more than one single
factor or determinant in the individual who commits suicide. The interrelationship of familial discord, low self-esteem, feelings of
hopelessness, or psychological disorders often complicated by
substance abuse, combine in a variety of ways unique to each
individual's attempt. The precipitating event usually serves as the "final
straw" that pushes the individual to make the suicide attempt.
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The Indicators
Indicators of suicide are behaviors and verbalizations emitted by
the person which "telegraph" an impending act of self destruction. The
literature on suicide among adolescents is replete with lists or signs.
Although there has been no way to validate the various indicators, there
does seem to be agreement as to which messages precede suicide
attempts. The following is a typical list that should serve as "red flags" to
school counselors when working with troubled students (Allen, 1987,
p.281 ):
1. Preoccupation with themes of death or expressing suicidal
thoughts.
2. Giving away prized possessions, making a will or other "final
arrangements."
3. Changes in sleeping patterns - too much or too little.
4. Sudden and extreme changes in eating habits, losing or
gaining weight.
5. Changes in school performance, lowered grades, cutting
classes, dropping out of school activities.
6. Withdrawal from friends and family or major behavioral
changes.
7. Personality changes, such as nervousness, outbursts of anger
or apathy about appearance and health, crying frequently.
8. Use of drugs or alcohol.
9. Recent suicide of a friend or relative.
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10. Previous suicide attempts.
McGuire (cited in Allen, 1987) expands this list to include physical
complaints and a recent disappointment or loss.
School counselors should become adept at evaluating a potential
suicidal individual. It should be pointed out that while these indicators
can be precursors to suicidal behavior, they may be indications of other
nonsuicidal problems, but collectively would increase the liklihood of
lethality. The school counselor needs to take appropriate action in either
case. If and when an adolescent is identified as potentially suicidal,
every possible step should be taken to involve the adolescent in ongoing
counseling so that preventive steps can be taken quickly.
Interventions to Prevent Suicide
It is imperative that school counselors at all levels take a proactive
approach toward suicide prevention. Research indicates that a great
deal of suicide ideation begins in the elementary grades (Stivers, 1990),
and increases with chronological age (Kosky, Silburn & Zubrich, 1990).
A total school approach to suicide prevention should include a
comprehensive crisis plan for all members of the school staff.
Capuzzi (1994) reinforced the concept of developing a
comprehensive crisis program in the school system. A program of this
nature requires cooperation and participation from the administration and
faculty, in-service training for all of the school staff, preparation of a crisis
team and specific plan, and individual and group counseling options that
include parents and family members, as well as students. A well
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designed crisis program begins with administrators and includes all
support personnel who receive training which they in turn present to
students. The school counselor will need to examine and prepare in
detail some of these most important components of this proactive,
preventative program. These components are described in greater detail
relative to the "what are" and the "how to" of each aspect of the program.
The Crisis Team and Written Plan
The school counselor, working in conjunction with administrators
and teachers, should devise a well articulated plan of action in case
there is a suicide. The counseling department provides the backbone of
a crisis team. The counselor should be the primary person responsible
for alleviating or eliminating potential emotional distress among the
students, faculty, and possibly the parents. It is critical to the success of
the crisis plan that the counselor is prepared for the task of being in
charge of the crisis team.
The counselor, the designated crisis team leader, should
coordinate assignments and communicate with the building administrator
and crisis team members. The team is responsible for the overall
implementationof the crisis plan. Its members should be trained in grief
counseling, crisis intervention, and postvention. At least one person on
the team who is not emtionally involved with the deceased student
should be assigned to the building. If the need for postvention arises, the
team members should meet before implementing the postvention plan,
several times during the day in the early stages to reveiw or revise
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assignments, and at the end of each day to debrief, process, and support
each other. Postvention work is stressful. Team members need to know
this and plan ways to insure mutual support as well as support to the
school principal. The team and its leader must maintain a link with the
school principal during the course of the postvention (Capuzzi, 1994).
The crisis plan should include a number of steps to address the
death openly and directly. The information concerning the cause of
death should be verified from the police. A "phone-tree" of
communication should be organized so all school staff can be notified
immediately. Call close friends of the deceased out of class to tell them
individually if knowledge of the death is learned about during the school
day. Prepare a brief written statement; have members of the crisis team
or another teacher pair up and talk to the class together. Communicate
this information to the central administration and other schools in the
district that may have siblings or friends affected by the death. Send a
letter with correct information to parents or provide some way to inform
parents

(Capuzzi, 1994; Petersen & Straub, 1992) . A crisis plan, like a

fire drill, should be practiced and rehearsed by the primary members of
the crisis team ( Wolf, 1994).
In developing the plan and team members, anticipate the number
of counselors that will be available such as the school counselor or
counselors, district-level personnel and counselors from the community.
Know beforehand how to contact them and be aware of who is more
proficient as a group leader or individual counselor. Ask each of them in
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what setting they feel most comfortable (Petersen & Straub, 1992).
Designate several small private rooms in the building for
individual counseling sessions and assign the more experienced
counselors to work with the most severely distressed students. Students
less affected are best seen in groups. The media center or library is
conducive to group counseling, and if weather permits, you may consider
conducting a group outdoors (Petersen & Straub, 1992).
Capuzzi (1994) added that there should be a written policy for
dealing with the potentially suicidal person. Parents and guardians
should be notified and counseling should begin immediately, regardless
of parental consent. This coincides with ACA ethical standards which
requires counselors to intervene immediately if they think an individual
could do harm to him/herself or others (Capuzzi, 1994).
Proactive Counseling Curriculum
A curriculum that focuses on the educational domains of
personal-social , academic-educational, and vocational-career aspects
appropriate to the developmental level of the student provides students
healthy ways to cope with life's problems (Vernon, 1993). The following
areas should be part of an ongoing, flexible, developmental model: selfconcept enhancement, communication skills training, peer relationship
enhancement, personal safety education, substance-abuse information,
decision-making skill development, career awareness programs, posthigh school decision making information, career exploration activities,
and job preparation skills development (Capuzzi, 1994; Vernon, 1993).
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This type of counseling program will enhance personal growth and
development, promote positive mental health and decision-making, and
assist the student in using the learned life skills for attaining personal
goals in order to prevent suicide ideation and viewing suicide as an
option for solving an adolescent's problems.
Dispelling the Denial and Myths
Suicide is often labeled an accidental death and warnig signs are
often unheeded because of the burden it places on those detecting it.
Often families and friends have a strong desire to dissociate themselves
from the individual because of their discomfort level with death that is
self-inflicted. Death, especially the death of a young person, is upsetting.
It is easier to deny suicide than to deal with the reasons for it (Allen,
1987). It is the responsibility of the school counselor to provide accurate
information about why a suicide occurs and what the warning signs are.
This will bring some accountability to the action and help people realize it
can happen to anyone. In turn, this will reduce the shame and guilt often
associated with suicide. Dispelling the myths about suicide is extremely
important so friends, family members, classmates, teachers or anyone
who senses another person may be contemplating suicide can be able to
provide that individual with support and refer them to professional
counseling, if necessary.
It is imperative that the myths surrounding suicide are dispelled in
an overt manner and information be presented that articulates these
myths. Allen (1983) provides the following comprehensive list of myths
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(p. 275).

1. Young people who talk about suicide won't commit it.
2. Suicide happens without warning.
3. Improvement after suicide means the suicide risk is over.
4. Suicide and depression are synonymous.
5. Suicidal persons are insane.
6. Suicide is a single disease.
7. Once a person is suicidal, she/he is suicidal forever.
8. Suicide is inherited.
By increasing the awareness of the prevalence of suicide among
today's youth, the likelihood of occurrence decreases. Suicide among
the adolescent population is a reality, but giving the public factual
information about the suicidal individual will assist in its detection and
prevention.
Individual and Group Counseling
When working with a potentially suicidal person or a support
group for suicide attempters, Capuzzi (1994) offered the following
intervention strategies for effective counseling (pp. 50-51 ):
1. Remember the meaning of the term crisis management.
2. Encourage self-disclosure.
3. Be calm and supportive.
4. Be non-judgmental.
5. Acknowledge the reality of suicide as a choice, but do not
"normalize" suicide as a choice.
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6. Listen actively and reinforce positively.
7. Do not attempt in-depth counseling.
8. Contact another professional.
9. Ask questions to assess lethality.
Referral and Therapy
Hot lines, suicide centers and school counseling offices may have more
frequent contact with adolescents that may attempt suicide, but do not
have the time or capabilities for long term therapy. It is important that the
school counselor have adequate methods of referral intact. School
counselors should be familiar with qualified professionals in their area to
whom they could refer students. This knowledge is imperative so the
student may be referred immediately. Consideration should be given to
the idea of family therapy, as well (Allen, 1987) .
Conclusion
The research on adolescent suicide is relatively new. However,
this issue is being addressed and there is adequate information
available for the prevention of adolescent suicide and the saving of many
lives.
The school counselor can play a vital role in organizing a school
system to proactively approach and deal with the issue of suicide.
Dispelling the myths and discussing suicide in an open manner will help
reduce the guilt and shame often associated with suicide. Providing a
preventive curriculum which promotes positive self-concepts and good
decision making skills is a necessary part of the program.
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Having a well informed, frequently re-trained crisis team with an
articulated crisis plan is the foundation for dealing with the crisis of the
suicide of a student. Cooperation of all members of the school's
administration and staff while working together is essential. Having
these members feel confident and secure in the role each one plays in
the crisis management plan will make the plan viable and successful.
Having a counselor who is organized to bring in outside counseling
assistance for such a crisis will provide necessary counseling backup.
Knowing capable professionals outside of the school to refer the most
severely distressed students is necessary, as well. It is critical that the
school counselor feels well prepared and ready for the task should a
suicide occur.
Adolescent suicide is not going to go away. But the school
counselor who has a proactive, developmentally appropriate counseling
curriculum, a well articulated crisis plan, and a solid crisis team to carry it
out, will have the necessary tools to cope and provide positive
interventions with this issue.
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